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sia
. Suputtamongkol
Mahidol University, Bangkok, Thailand
Acute fever associated with multi-systems illness is a common
eature of several infections endemic in South-east Asia, includ-
ng malaria, dengue, scrub typhus, and leptospirosis. Malaria and
engue infectionmustbe initially excluded inall patientspresented
ith this syndrome. The lack of sensitive and rapid methods for
he laboratory conﬁrmation of a tentative diagnosis has been an
mportant problem.
Physician in the tropic should aware that malaria, dengue infec-
ion, rickettsioses, and leptospirosis are major causes of acute
ndifferentiated fever. Travelers to endemic areas are also at risk
f these infections. Early recognition and appropriate treatment
educe morbidity and mortality.
Doxycycline would usually be an appropriate initial antimicro-
ial treatment for individual with suspected either rickettsioses or
eptospirosis. Azithromycin could be considered as an alternative
reatment when ever doxycycline allergy is suspected.
In this presentation the outline of common causes of acute
ndifferentiated febrile illness among indigenous population and
nternational travelers returned fromSouth-eastAsia, and theman-
gement of these patients will be discussed.
ttp://dx.doi.org/10.1016/j.ijid.2012.05.158
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Childhood Tuberculosis accounts for nearly 10% of all cases.
ts proportion varies from 5% in high income countries to 39% in
ow-and-middle income countries. Precise estimates are unavail-
ble due to lack standard case-deﬁnition, limited resources for
onﬁrmation of diagnosis and inconsistent surveillance data. Pedi-
tric Tuberculosis is considered as a sentinel event indicating
ecent transmission. Thus proportion of pediatric tuberculosis is
igh in countries where adult epidemic is poorly controlled and
an be used as an indicator to measure tuberculosis control.nfectious Diseases 16S (2012) e2–e157
Epidemiologically, children seldom contribute to disease transmis-
sion, as they tend todeveloppauci-bacillarydisease and less tussive
than the adults.
After primary infection, time until disease manifests and
symptoms vary according to age. Generally the symptoms are non-
speciﬁc and up to 50% may be asymptomatic. Tuberculin skin test
conversion occurs fairly quickly in 6-8 weeks. Intra-thoracic lymph
node disease (peri-hilar or paratracheal) which is radiological hall-
mark of primary infection is most common under ﬁve years of age
and occurs in 8-12 weeks. Pleural and pericardial effusions are
rare but occur after ﬁve years of age. Adult-type disease occurs
among adolescents 6-12 months after primary infection. HIV and
drug resistance have not only caused resurgence but also changed
in clinical presentation. Widespread BCG vaccination has reduced
Miliary and Meningeal Tuberculosis but disseminated and lymph
node Tuberculosis are rising due to HIV.
Diagnosis of childhood Tuberculosis poses myriad problems.
The classical triad of 1) exposure to an adult index case, (2) a posi-
tive tuberculin skin test, and (3) the presence of suggestive signs on
chest radiograph, has limited value in high burden countrieswhere
exposure to infection is very common. Studies about point scoring
systems, anddiagnostic algorithms, lackeduniformcasedeﬁnitions
and culture were not done as gold standard for diagnosis. Sputum
examination which is used as gold standard for adults is not appli-
cable for children. Culture has limited role since facilities for culture
are unavailable or growth is not found in all cases. Improved cul-
ture techniques, serodiagnosis, and nucleic acid ampliﬁcation are
promising but higher cost and lack of technical expertise hinder
their implementation in resource-limited settings.
http://dx.doi.org/10.1016/j.ijid.2012.05.159
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Update on laboratory diagnosis of pediatric tuberculosis: New
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The major challenge of pediatric pulmonary TB (PPTB) is estab-
lishing an accurate diagnosis. Less than 15% of cases are sputum
AFB smear positive and culture yields are 30-40%. Induced sputum,
nasopharyngeal aspirate, earlymorning gastric aspiration or lavage
can give a better yield. Culture on Lowenstein-Jensen medium is
considered to be gold standard; however, liquid culture systems
(BACTEC andMGIT) aremore rapid and sensitive to diagnose active
TB and drug susceptibility. MODS assay is faster than solid culture
with simultaneousDSTand is inexpensive.Nevertheless, it requires
trained personnel, is labour intensive and lacks information for
children.
NAATs like line probe assay, Genotype MTBDRplus, GeneXpert
device, TB-LAMP for diagnosing active TB and DST are fast, robust,
fully automated, easy to use and easy for interpretation. The Geno-
Type MTBDRplusis the best known of these assays. However, the
tests are very expensive to be utilised in low- and middle income
